Wedescribe the case of a 76-year-old man whopresented with symptomsofchronic nasalobstruction and recurrent sinusitis ofmanyyears' duration. Thepatient'shistoryand radiographicfindingsestablished a diagnosis ofa complex odontoma of the nasal cavity. The mass was surgically excised, and the diagnosis was confirmed by histopathology. The occurrence of an odontoma in the nasal cavity is extremely rare.
Introduction
Odontomas represent approximately 22% ofall odontogenic tumors.' They are not true neoplasms; rather, they are hamartomas that form from the growth ofcompletely differentiated epithelial and mesenchymal cells that give rise to ameloblasts and odontoblasts.' They are usually discovered in the maxilla or mandible.
In this article, we describe a case of a complex odontoma ofthe nasal cavity that was surgically removed. The occurrence ofan odontoma in this location is extremely rare. In addition, we discuss the characteristics of compound and complex odontomas in general. tomography (CT) ofthe head demonstrated an irregular, radiopaque mass in the right nasal cavity (figure 1). The borders of the lesion were well defined and surrounded by a radiolucent zone . In addition, the images showed chronic sinusitis. Magnetic resonance imaging (MRI) of the face supported the CT findings (figure 2). The mass was diagnosed as a complex odontoma. The patient underwent endoscopic surgery for removal of the tumor, and his postoperative course was uneventful. The histopathologic analysis confirmed the diagnosis, as the tumor exhibited a haphazard arrangement of enamel, dentin, cementum, and pulp (figure 3). The patient's symptoms abated, and he exhibited no evidence of recurrence on follow-up.
Case report

Discussion
Most odontomas are asymptomatic and are not discovered until the second and third decades of life on routine jaw radiography or as a failed eruption of a permanent tooth. ' The reason for the general absence of symptoms is that odontomas grow slowly and do not cause any significant bony expansion. However, in our patient, the unusual location in the nas al cavity induced chronic sinusitis.
Odontomas contain enamel, dentin, cementum, and pulp. The World Health Organization has subclassified odontomas as compound and complexon the basis of morphologic characteristics.' Compound odontomas are characterized by a central core ofpulp that is encased in a shell of dentin and partially covered by enamel. Complex odontomas appear as a disorganized mass; they are less common than compound odontomas.
Compound odontomas often occur in the incisor and canine areas of the maxilla. Complex odontomas are usually located in the first and second molar areas of the mandible or the anterior maxilla.' Both types are usually present only in bone tissue, but in rare cases they have erupted into the oral cavity.'
Radiographically, both compound and complex odontomas appear as clearly outl ined, dense radiopaque lesions sur rounded by a thin zone of radiolucency. ' Compound odontomas resemble normal teeth of various shapes and sizes, but complex odontomas app ear as amorphou s masses.
Although the growth potential of odontomasislimited, they should be removed becau se they contain elements that can predispose to cyst formation, cause bone destruction, and interfere with the eruption of permanent teeth .The treatment of choice is surgic al enucleation, as there is little or no risk of recurrence.' Removal of th e tumor is often easy becau se it is surrounded by soft follicular conn ective tissue rather than bone.Any appa rent recurrence should raise suspicion of an ameloblastic tumor, which requires more aggressive treatment .
The differenti al diagnosis of benign odontogenic tumors is based on a comp arison of th e degrees of tissue morphodifferentiation and histodifferentiation. It includes am eloblastoma, odontogenic myxoma, and com plex odonto ma .' The diag nosis in our case was based on th e history an d radiographic findings and confirmed by h istology. with Aspergillusbeing the most common species.
Patients with CGD typically present wit h recurren t infections ofepithelial surfaces that have direc t contact with the environment, such as skin , sinuses, lungs, and gut .' Cer vical lym ph adenitis, pneumonia, subcutaneous abscess, an d sepsis are the mos t commo n in fections and complicat ions. Oral ma nifestations, such as aphth ous ulcers and gingivitis, are also com mo n.
Th e mainstay of tr eatment for patients with CGD is prophylactic antimicrobial or antifungal the rapy; TMP-SMX, clotrimazole, and itraconazo le are the most com mo nly used. Also, int erferon-gamma has been used for prophylaxis because it is a macrophage -activating factor th at has been show n to increase hydrogen peroxide generation in monocytes.' Other, newer meth od s of trea tment currently being studied are bon e marrow transplantation an d gene therapy. ' Surgical incision and drainage is often an essential adjuvant for complete management of infections .
Although our patient did have clinical features ofCGD, there were aspects of the case that were inconsistent with the typical CGD presentation . For example, our patie nt was 14years ofage at the time ofdiagnosis,whereas most patients are diagnosed before 2 years of age.' However, CGD isa disorder that islikelyun derdiagnosed, with many patients remaining un diagnosed un til adult life.' Anot her unusual feature was that catalase-negative 5 viridians, rather than the typical catalase-positive bacteria (5 aureus, etc.) or fungus, was culture d from th e abscess.
Conclusion
Patient s who exper ience acute otitis media associated with multipIeintrac ranialand extracranial compli cations sho uld be considered for an immunologic evaluation because it is possible that these patients have an underlying imm unodeficiency such as CGD, as did our patient.
